Abstract A 76 year old man was admitted for evaluation and treatment of acute oligoarticular arthritis having recently returned from India. He was diabetic on admission. Neisseria gonorrhoeae was isolated from pus collected by arthrocentesis of his right knee and was subsequently found to be chromosomally resistant to penicillin. The isolate required proline for growth and expressed the protein lB-1 serovar. These characteristics of host and pathogen are atypical in that gonococcal arthritis usually occurs in young women and is usually caused by N gonorrhoeae isolates exhibiting hypersusceptibility to penicillin, the arginine, hypoxanthine and uracil requiring auxotype, and the protein 1A serotype. The patient responded well to therapy with oral ciprofloxacin and initial high dose penicillin. (7 Clin Pathol 1995;48:86-88) 
Case report A 76 year old Indian man was admitted to hospital with a four day history of fever. Two days before admission, he developed acute joint swelling affecting both wrists and his right knee. His general practitioner prescribed co-trimoxazole and a non-steroidal antiinflammatory drug. He had returned from a five month stay in his native village in India one day before the start of his illness. During his trip, he practised and taught the art of yoga as a service to several members of his village. Initially, he denied any sexual contacts abroad and had not had sexual intercourse with his wife for several years. He had had no symptoms of dysuria, urethral discharge, or sore throat. His past medical history revealed bilateral osteoarthritis of both knees. There was nothing else of note in his medical history.
Physical examination revealed acute oligoarthritis and intennittent pyrexia with nightly peaks of 38°C. Both wrist joints (figure) and the right knee joint were hot, tender, red, and swollen. He had vitiligo over both knees and a large effusion in the right knee joint. No skin lesions or urethral discharge were evident. The rest of the physical examination was normal.
His peripheral blood white cell count was raised at 14-7 x 109/1. Biochemistry revealed diabetes and mildly impaired renal function: blood glucose 20-3 mmol/l, urea 13-2 mmol/l, and creatinine 209 ,umol/l. There were no abnormalities in the complement pathways.
Arthrocentesis Our 78 year old male patient was thus an atypical host and this case report emphasises the need to consider a gonococcal aetiology in all patients with acute septic arthritis. His age and uncontrolled diabetes may have contributed to an underlying immune deficiency allowing N gonorrhoeae dissemination from the original site of inoculation. Chemotaxis and phagocytosis have long been known to be defective in hyperglycaemic diabetics and more recently it has been shown that neutrophil bactericidal activity may also be impaired. 4 Early studies of DGI epidemiology in the United States showed that N gonorrhoeae isolates from DGI patients were resistant to complement mediated bactericidal activity of normal human sera and unusually sensitive to in vitro killing by benzylpenicillin. Subsequent studies6 showed that these two characteristics of DGI isolates were associated with nutritional requirements (auxotrophy) for arginine, hypoxanthine, and uracil (AHU-strains). However, this requirement for AHU was later shown not to be a universal feature of all DGI isolates.' Serotyping studies using monoclonal antibodies directed against the major gonococcal outer membrane protein (OMP 1) have revealed the dominant association of the protein 1A serotype with DGI prevalence.7 Most AHU gonococci belong to the protein 1A serotype as do most non-AHU DGI isolates. It has been hypothesised that the different geographical prevalence of protein IA serotypes may account for the observation Lewis, Pollock, Randell, Wilson, Kopelman that gonococcal arthritis is more common in the United States than in the United Kingdom. 8 The gonococcus isolated from our patient's knee joint pus was atypical in that it exhibited low level resistance to benzylpenicillin (MIC 0 5 mg/l), required proline for growth (but not arginine, hypoxanthine, or uracil) and expressed a protein lB-1 serovar. In a study looking at auxotypes, serovars, and penicillin susceptibility of N gonorrhoeae from 86 cases of disseminated gonococcal infection7 only 7% of DGI isolates required proline for growth, 19% of isolates exhibited intermediate susceptibility or resistance to benzylpenicillin (MIC >0-06 mg/l), and only 7% had a protein 1B serotype.
There have been very few clinical reports of isolation of chromosomally mediated penicillin resistant N gonorrhoeae from a disseminated site.9 Both the requirement for proline and expression of the protein 1B serotype have been associated with chromosomal resistance to benzylpenicillin in N gonorrhoeae.'0 Chromosomal resistance to penicillin in gonococci is due to mutations involving the pen A, mtr, pen B, and tet gene loci. It is increasing on a worldwide basis and is particularly prevalent in tropical regions such as India, South East Asia, and Africa. Therefore, we recommend that gonococcal infection acquired abroad be treated initially with either ciprofloxacin, spectinomycin, or a third generation cephalosporin such as cefotaxime or ceftriaxone. Antibiotic therapy may be changed to benzylpenicillin once susceptibility data are available.
